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’that I had really to deal with an early stage of the splenic
enlargement which was found in that case. After very
deliberate consideration and full explanations to the parents,
with the assistance of Mr. Leopold Hudson, I deprived this
patient of a spleen weighing ten ounces. She recovered
in an extraordinary fashion and, thirteen days after the
operation, was promenading the ward and appeared to be the Imost cheerful inmate of the institution. She is, as far as 
Tecords show, the youngest child on whom splenectomy has I
been carried out.
CASE 3. Wandering spleen.--A thin, spare woman thirty-
two years of age, the mother of five children, was placed under
the care of Dr. Heywood Smith on account of a mobile I
tumour in the abdomen. The patient had been aware for ]
ten years that she had a hard, movable body in her abdomen, ]
6)not it had become larger and more troublesome during the ] I
was made in the left linea semilunaria, and on (lipping
my hand into the pelvis I recognised the spleen in the
hollow of the sacrum and drew it forth. The pedicle,
rounded, very thick, and hard, was transfixed and secured
with four plaited silk ligatures. The detachment of the
spleen was followed by an abundant flow of blood, and two
forcible but narrow jets of arterial blood issued from the cut
surface of the pedicle. The stump was retransfixed with
three silk ligatures on the distal (spleen) side of the first row
of sutures, and, as the open, everted mouths of two large
arteries were visible on the face of the pedicle, for the
security of the patient I ligatured them separately with silk.
The pulsations of a large artery in the thick part of the
pedicle were unpleasantly obvious as it was allowed to
retreat into the abdomen. The wound was secured in triple
layers and the patient returned to bed. During the four
Cast two years. Dr. Heywood Smith soon satisfied himself
that the suspected tumour was a spleen, and kindly asked
me to see the patient. At the consultation I found
a fairly firm body, in shape like a parabolic mirror,
with its convex surface in contact with the anterior wall
I()f the abdomen, floating on the intestines. It could be
pushed into the left hypochondrium or depressed into the
hypogastrinm ; with a little manipulation it could be
- conveyed into the iliac, lumbar, or umbilical regions. i
’It was clearly a wandering spleen, and is certainly the
most prodigal abdominal viscus which has come under
my notice. In September, with Dr. Heywood Smith’s
assistance, I removed this erring organ in the follow-
ing manner: &mdash; When the patient was placed on the
operating-table no tumour could be felt with certainty,
but I perceived some resisting body when deep pressure
was made in the hypogastric region. An incision
hours subsequent to the operation there were marked signs
of shock, but no pain; convalescence was astonishingly
rapid. The spleen weighed eighteen ounces; a splenculus
occupied the hilus. Histologically it appeared normal.
The future course of these patients will be watched with
gTeat care, but I do not apprehend any evil results. More
than three years ago I removed a wandering spleen from a
woman twenty-two years of age ; she is at the present time
n good health, notwithstanding an attack of pleurisy six
months ago. I have performed splenectomy four times, and
in each case with a satisfactory result. In the early part of
this year two other patients were placed under my care for
the purpose of splenectomy, but I did not consider them
suitable cases for so formidable an operation, for I am con-
vinced that in order to meet with success in splenectomy it
is necessary to very carefully select the cases.
Queen Anne-street, W.
THE PATHOLOGICAL CHANGES OF THE
LABYRINTH.1
BY PROFESSOR POLITZER
(OF VIENNA).
IN seeking an explanation of the various troubles and
defects of hearing it is requisite to trace out their causes or,
in other words, to ascertain the pathological lesions that
occasion them. This paper will, therefore, be devoted to :
(1) a review of all the investigations upon these lesions in
,the labyrinth that have been made by many eminent
1 An address delivered at the Fifth International Congress of Otology,held at Florence from Sept. 23rd to 26th, 1895. 
observers ; and (2) a statement of personal observations from
my own studies in the field of pathological anatomy extending
over many years.
Our knowledge of the pathological changes of the labyrinth
barely extends beyond the second half of this century. The
reason for this scientific hiatus depends mainly upon the im-
perfection of methods of microscopic examination, which
were only successfully remedied about the period indicated,
as witnessed by the discovery then made by the illustrious
Italian Professor Corti of the histological structure of the
cochlea, and the very striking and well-known researches
subsequently undertaken by B&ouml;ttcher, Moos, Steinbriigge,
Habermann, and others. Nevertheless, many difriculties
still exist, such as the impossibility of making post-mortem
examinations at once, the meagreness of proofs of labyrinthine
affections during life--conditions which hitherto have not
enabled us to go beyond the gross anatomical facts of
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labyrinthine pathology. The knowledge so acquired will ’
not have its full value until we have succeeded in connecting
it with the clinical phenomena; produced by these anatomo- 1
pathological states. Unfortunately, as yet there are only L
few isolated instances in which anatomical facts have been i
connected with clinical observations made during life. The
various pathological changes in the labyrinth comprise
(1) hypersemia; (2) hsemorrhngic extravasations into the
labyrinth ; and lastly (3) inflammations of the labyrinth,
primary as well as secondary. :
1..Hpe?w?MM.&mdash;Easy of recognition anatomically, hyper-
semia is of special importance clinically, since it may give
rise to subjective noises in the cars, vertigo, and disturbances
of hearing. The highly interesting and exhaustive researches
irade by Dr. Eichler in Professor Luclwig’s laboratory at
Leipzig upon the vascular system of the labyrinth established
the fact that the labyrinth is provided with a special system
of vessels, of which the arterioles arise from the internal
auditory artery and penetrate through many ramifica-
tions into the different parts of the labyrinth, where
they break up into capillaries in the cochlea, the vestibule,
and semicircular canals, and thence pass into venous capil-
laries which find an outlet into the venous system of the
brain. This special labyrinthine vascular system has
numerous anastomotic connexions with neighbouring parts,
notably with the tympanic cavity. I was the first to ascer-
tain, by means of microscopic sections treated with osmic
acid, that the vessels of the mucosa of the tympanum pierce
the bony part of the promontory and anastomose with the
vessels of the lining membrane of the labyrinth-an ana-
tomical fact confirmed in the course of pathological investiga-
tions. The secondary hypermmia here meant is particularly
that produced by various infective states, notably typhus fever
and diphtheritic scarlet fever. But another common cause of
hypersemia is to be found in certain obstacles to the reflux
of the venous blood of the labyrinth towards the cranial
cavity, such as cerebral tumours and the pressure they exert
on the cerebral veins, particularly tumours of the base of
the skull growing into the internal auditory meatus and
thus compressing both the internal artery and vein. States
of labyrinthine hypercemia are also due to the influence of
sympathetic nerve action ; the symptoms by which they are
indicated-a rapid colouration followed by an equally rapid
pallor of face, of external meatus, and of tympanum,
tinnitus, and vertigo-admit of no doubt in this regard.
There are some forms of hypenemia which are merely
transitory, supervening on acute inflammation of the
tympanum or dependent on nervous intluence. and which
are not then followed by functional derangements. But
permanent hyperasmia, caused by chronic inflammation of
the tympanum or by arrest of circulation, gives rise to
various disorders and persistent troubles. The changes
resulting therefrom are enlargement of vessel.-;, pigmentary
exudation, and thickening of the membranous parts of the
labyrinth and of its lining. This subject will again be
referred to.
2. Haor.7iao/ic ewtmt’asatior/.I’.-Hyperaemia often even-
tuates in extravasations into the labyrinth, but the latter
may be also produced apart from pre-existing congestion.
They often occur in infectious diseases, as typhus fever,
scarlet fever, diphtheria, small-pox, tuberculosis, chronic
nephritis, diabetes, leukaemia, F:,c., as well as in disorders
of circulation due to organic lesions of heart or lungs. In
the last-named cases the haemorrhages must be ascribed to
defective circulation, whilst in infectious diseases they are
due to changes induced by the action of the specific microbes,
which cause diminution of the resistance of the vessel walls.
In every case these extravasations take the form of circum-
scribed hsemorrhages or more extensiBe effusions of blood in
different parts of the labyrinthine cavity. As Knapp and
myself have ascertained from post-mortem examinations,
these haemorrhages are met with more cummonly than is
generally believed in chronic suppnrations of the tympanum,
especially in those which are complicated with caries, and
their frequent presence demonstrates how numerous must be
the anastomoses between the vessels of the tympanum and
those of the labyrinth. The most interesting forms found
by Moos, Steinbriigge, and myself in cases of Inemorrhagic
perimeningitis, and of haematonm of the dura mater, and also
in tuberculous meningitis, are found in part along the course
of vessels or nerves and in part between the lamelltc of the
bony spiral lamina and in the spiral ganglion, besides
haemorrhagic effusions in the trunk of the acoustic nerve
and the formation of thrombi in the external auditory artcrv.
The labyrinthine hmmorrhagos which go by the name of
I I A4 disease" are confined to a single case ,examined
post mortem by this observer; it was the case of a
young girl who suffered during life with attacks of vertigo,
nausea, and disturbance of coordination ; but as no other
parallel case has been since observed the anatomical basis of’
M6ni,re’s disease is still lacking, and we ought not, therefore,
to speak of a Meniere’s "disease," but only of Meniere’s
"group of cerebral symptoms," which he was, however, the-
first to correlate with labyrinthine affections from the clinical
point of view. It has not been demonstrated as yet that
the labyrinthine symptoms frequently observed after the
use of certain drugs, such as quinine and salicylic acid, &c.,
can b produced by haemorrhages in the labyrinth; in this
matter we have only presumptive evidence based on experi-
ments on rabbits made by Fentner. Just as is the case with
hypermmia of long duration, so also do blood extravasations
frequently produce pigmentary exudations in the labyrinth;
haemoglobin is then deposited on the membranous parts quite
as much as on the walls of the labyrinth, in the form of
irregular brown or blackish patches firmly adherent to the
tissues of the organ. These pigmentary deposits no doubt
irritate the extremities of the auditory nerve and consequently.
produce subjective tinnitus.
3. of the labyrinth. - These are either
primary or secondary; their pathological relations are more
fully known than are those of the changes previously
described. Yet in regard to primary forms of innammatioL
we know little except as to their issues, but not the changes
which occur during their early stages. The pathological
changes of secondary inflammations, concerning which we
possess more precise ideas, result either from acute or chronic
infectious diseases, or from a similar inflammation in the
cavity of the tympanum. Other writers besides myself
have been able to determine that the most marked of these
changes are especially manifested in the lower parts of the
cochlea, whilst the upper parts of this organ are found
to be comparatively slightly affected. We are driven
to hypothetical reasons to account for this state
of things. The most probable is that of Steinbrugge,.
who thinks that an inflammation, spreading from the cranial
cavity to the labvrinth along the nerve ramifications to the
cochlea, first reaches the lower plane of this structure, just as
in cases of cerebro-spinal meningitis where these lesions are
at the very first manifested in the lower parts of the scala
tympani of the cochlea. The first case of primary inflamma-
tion of the labyrinth to be described was brought by me’
before the Milan Congress. It was the case of a lad aged
thirteen who had been deaf and dumb from the age of twc
and a half years owing to a labyrinthine otitis, and one could’
see in the preparation by aid of a lens the complete in-
vasion of the labyrinth by osseous tissue, and the ossified
cochlea, the outlines of which are clearly distinguished from
the bone that surrounds it. The anatomical changes pro-
duced from infectious diseases arise from the invasion of
the labyrinth by specific microbes or by purulent material.
From these invasions there results an inflammation of the
, investment and membranous parts of the labyrinth, which
leads either to destruction of tissue or to a proliferation of
connective tissue that may fill the cavities of the organ
; entirely or partially and terminate in ossification. These’
. changes are apparently more or less intense according to the
imore or less advanced degree of inflammation; slight
) thickenings (don. fGerte2ts) of the labyrinthine lining, or else-
numerous filaments extend between the bony walls and mem-
, 
branous parts up to the point of completely filling all the
. cavities with osseous tissue. We owe to Moos the desciip-
- tion of the anatomical changes that supervene on infec-
atiotis diseases, such as scarlet fever, diphtheria, and
1 measles, by the invasion of specific micro-organism?
, 
that takes place into the labyrinth through the lym-
sphitic channels passing from the tympanum to thk
, organ. The action of these micro-organisms results in
1 the formation off connective tissues which subsequently
 ossify, besides necrosis with degeneration of such tissue?,
1 caused either by thrombosis of capillary vessels or by the
1 direct action of the virns on the tissues themselves. The
3 character of the grave changes thus produced is in general.
o except for a few modifications, the same as is ftOunda.fter
 diphtheria, which was the first to be specially .studied by
 Moos. Although he did not happen to determine the pn-
 ; sence of the specific microbe of diphtheria, he established’
in every case the fact of a secondary infection by strepto-
cocei, which he detected in nearly all the tissues-in the
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endo- and :peri-lymphatic spaces just as freely as in the
vestibular aqueduct, in the ramifications of the acoustic
nerve, and in the bony cavities of the petrosa itself.
’The destructive changes occasioned by this invasion are
;the same as those just mentioned, and we cannot
wonder at their extent knowing how destructive are the
.effects of the presence of streptococci en masse. The results
,of the infective labyrinthine affections developed during or
after measles are very similar; they are also described by
Moos, who attributes the destructive changes in the labyrinth
ensuing on this disease to the same cause-viz., streptococcic
invasion of the organ. The disintegrating action of this
microbe is shown in fatty degeneration of the endothelia
of the bloodvessels, leading to coagulation, thrombosis, and
vascular engorgement, followed by colloid changes of the
labyrinthine tissues, and other destructive lesions in the
periosteum, the osseous parts of the cochlea, and the
ramifications of the auditory nerve.
The changes following upon cerebro-spinal meningitis were
studied by Heller, who was the first to prove that the deafness
resulting from this affection was due to suppurative innam-
mation of the labyrinth. The aqueduct of this organ is the
route for this invasion, which particularly involves the
cochlea, this being in direct communication with the cerebro-
spinal space, where the exudation is seated. These changes
mainly consist in destruction and atrophy of the membranous
parts of the labyrinth and of the ramifications of the auditory
merve, in partial or complete distortion of the organ of Corti, in
atrophy of the cells of the spiral ganglion, and in the deposit
of amorphous detritus mingled with a few cells ; lastly,
forming the remnant of the original inflammation, there is a
new formation of connective tissue, which may undergo
partial calcification. 1 myself have ascertained the frequency
with which secondary affections ensue on chronic suppuration
in the middle ear, which may occur either after the destruc-
tion of the labyrinthine fenestra by the spread of inflamma-
tion to the membranous parts of the labyrinth, or actually
without any apparent lesion of the labyrinthine wall by the
extension of the morbid process through bloodvessels and
lymphatics by means of the anastomosis which exists
between those of the tympanic cavity and of the labyrinth.
As regards the first variety of these affections I may recall
- case which I described at the Brussels Congress, in which
the base of the stapes had been destroyed by granulations of
connective tissue following suppuration, their growth extend-
ing nearly into the vestibule of the labyrinth, as shown in the
preparation I exhibited. Subsequently I showed the second
variety of these secondary inflammations in another prepara-
tion obtained from a deaf woman ninety-three years of age, in
whom the external auditory meatus was filled with chole-
- steatcmatous masses formed after suppuration. In the first
preparation the outer wall of the vestibule of the labyrinth
was found to be coated with tuberculous epithelioid granula-
tions, which were also distributed over the lateral wall and
’the base of the utricle. In both cases marked labyrinthine
symptoms were entirely-absent. I have, moreover, discovered
in a certain number of cases of chronic suppuration the
residues of chronic inflammation in the cochlea in the form of
proliferation of connective tissue with simultaneous partial
ossification of this tissue, a change which is more frequently
seated in the scala tympani. Another variety of exuda-
tion into the labyrinth (hitherto little known and first
pointed out by me) is that which is brought about by the
presence of some obstruction in the internal auditory meatus,
causing compression of its bloodvessels, and thus producing
’exudation as the result of blood-stasis. I may cite as a
- conclusive instance on this point an observation I made in a
woman aged sixty-three years, who was attacked with deafness
 of the left ear in the course of a cancerous affection of the
side of the neck, where the disease had penetrated into the
cranial cavity through the base of the skull. The malignant
.growth had advanced towards the left petrous bone, sur-
rounding and compressing the carotid artery and jugular I,
vein, and then sprouting into the interior of the internal
auditory meatus. The exudation, which consisted of a
mass of granular material, was in part situated on the
cochlear lining and in part on the lamina spiralis. There
was no appreciable change in the tympanic cavity and
Eustachian tube.
The labyrinth may also be affected in cases of
leuk&aelig;mia, and pathological changes may then ensue in
this organ which lead to total deafness. The first
demonstration of this fact was made by me at the
Brussels Congress in the case of a young man thirt,y-two
years old who had long since been attacked with sup-
purative otitis media, and who had become deaf one year
before his death. The preparations obtained from this
case showed: (1) new formation of connective and osseous
tissue in the scala tympani of the cochlea,; (2) complete
invasion of the semicircular canals by connective tissue ;
and (3) accumulation of lymphoid cells in these canals, in
the vestibule, and the scala vestibuli of the cochlea.
A similar case has been recorded by Gradenigo, who found
extravasations of blood in the mucosa of the tympanic
cavity, which had been previously attacked with suppurative
inflammation, but no like change in the labyrinth ; and then
another also by Steinbruggc, who detected changes closely
parallel to those which I had pointed out in the case of a
young man twenty-three years of age who died from splenic
and myelogenic leuk&aelig;mia, and had been previously attacked
with syphilis-namely, adhesions in the tympanic cavity,
thickening of the membrane of the fenestra rotunda,
invasion of the cochlea by blood extravasations, and nearly
total ossification of the semicircular canals.
Affections of the same nature are also produced in the
labyrinth as the result of syphilis. In this regard the best-
known example hitherto recorded arc cases of hyperostosis
of the temporal bone with contraction of the labyrinthine
cavities and of the internal auditory meatus produced by
chronic syphilis, and also, as I have already pointed out, an
overgrowth of the labyrinthine capsule with stenosis of
the fenestra ovalis, ending in ankylosis of the stapes ; and,
further, a case of acute suppurative inflammation observed
by Schwarze in a syphilitic woman who died from acute
purulent meningitis. Among rare anatomical changes
ensuing on syphilis I have also noted atrophy and
destruction of ganglionic cells in the spiral ganglion and
similar lesions of the auditory nerve fibres in the cochlea.
The former I observed and described in the case of
a man fifty years of age, who had been deaf and
syphilitic for ten years ; whilst the latter were ascertained
by Moos and Steinbrugge. Further, I am reminded
by an interesting observation made by Kirchner con-
cerning the pathological changes of the bloodvessels
of the labyrinth after syphilis in a patient the subject
of tertiary syphilis, consisting in a small-celled infiltration
of the coats of the vessels identical with that described by
Heubner in the cerebral vessels of syphilitic subjects. The
concomitants of these changes appear in the shape of fatty
degeneration and pigmentation of endothelial cells, prolifera-
tion of connective tissue, and obliteration of the vessels here
and there. These changes as a whole present similar
characters to those proceeding from chronic inflammation
above mentioned. Thus in two cases of syphilis Moos found
thickening of the periosteum of the vestibule, hypertrophy of
the connective tissue attaching the membranous to the bony
parts of the labyrinth, and in one of the cases he ascertained
the presence of calcareous concretions in the lining of the
vestibule. Gradenigo has shown that this connective tissue
may in the later stages become ossified, a change which he
thought was attributable to hereditary syphilis in a young
tuberculous girl aged fifteen years.
Another class of labyrinthine affections is that arising from
titbercitlosis, although primary tuberculous disease has not
yet been found. Such observations as have been made on
these rare conditions are confined to subjects in whom the
middle ear was invaded by tuberculosis, which had encroached
upon the labyrinthine cavity and capsule. The features of
this affection are denoted by the inflammation, as soon as the
capsule has been perforated by ulceration, extending over the
lining of the cavity and the membranous parts of the laby-
rinth, thereby producing, on the one hand, necrosis of tissues,
and, on the other, a proliferation of newly formed connective
tissue which partially fills the labyrinthine cavities.
In the list of these pathological changes of the labyrinth
must also be reckoned primary affections of t7te labyrinthine
capsule, to which I drew attention at the Rome Congress. I
then demonstrated that in a large number of cases regarded as
dry chronic catarrh of the middle ear osseous growths of new
formation are met with in the capsule around the fenestra.
ovalis, these proliferations extending in the direction of the
fenestra and leading to ankylosis of the stapes or complete
occlusion of the fenestra. In an advanced stage of the
disease the bony overgrowth comes to penetrate into the
cavity of the labyrinth, notably into the scala tympani,
subsequently leading to complete disorganisation of the
membranous parts of the labyrinth and organ of Corti.
Finally, I have placed among similar affections which
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I have pointed out and described the depression of
Reissner’s membrane, resulting from increased extra-laby-
rinthine tension on the organ oi’ Corti, as first referred
to by Steinbriigge and later by myself and other writers,
and I cited the case mentioned by Steinbriigge of a boy aged
twelve years who died from a cerebral tumour, in which the
increase of intra-cranial pressure was shown during life by
the presence of optic neuritis, and another case described by
Gomperz of a tuberculous subject who died from internal
pachymeningitis and cerebral oedema, observing that in both
cases the membrane of Reissner was found depressed to such
an extent that only a mere slit existed between it and the
membrane of Corti.
Clinical Notes :
MEDICAL, SURGICAL, OBSTETRICAL, AND
THERAPEUTICAL.
A CASE OF PROLONGED LABOUR.
BY R. D. RUDOLF, M.B., CM. EDIN.,
LATE RESIDENT PHYSICIAN TO THE ROYAL INFIRMARY AND ROYAL
HOSPITAL FOR SICK CHILDREN, EDINMBURGH.
ON April 4th, 1893, I was called to see, in consultation
with a native medical man, a case of prolonged labour,
which had only come under his notice that morning. The
patient was a middle-aged Hindoo woman and a multipara.
She had gone to full term. The history obtained from her
relatives was that she had been in a state of labour for eight
days, and that as the native midwives could not effect
delivery they had brought her into the town of
Sewan, a distance of thirteen miles. According to the
apparently usual custom among the natives, she had
been allowed neither food nor drink since labour began.
The patient was found to be a well-nourished woman
(although, according to her friends, she was much reduced)
and rather above the average size. She lay on her back in a
semi-conscious state, muttering occasionally to herself. The
skin was cold and clammy, respiration hurried and shallow,
and the pulse at the wrist scarcely to be felt and not countable.
Auscultation over the heart showed that this organ was
beating from 150 to 170 per minute. The tongue was dry and
glazed. An intensely fetid discharge issued from the vagina.
On examination per vaginam a face presentation with the
chin towards the right sacro-iliac synchondrosis (first position)
was made out low down in the vagina. The child had evi-
dently been dead for some days. There was complete absence
of pains, and the uterus appeared to be completely relaxed.
On passing a catheter an enormous quantity of rather high-
coloured clear urine came away. The native medical man had
already attempted to apply a pair of short forceps without
success. After some brandy had been given to the patient
I adjusted a pair of Simpson’s axis-traction forceps, and by
easy stages, and without any great force being used, delivered
the head, complete rotation forwards of the chin taking
place. The patient became very collapsed, so a hypodermic
injection of ether was given and the body was delivered
without difficulty. The child was a large male and was
very much decomposed, the face in particular being almost
denuded of soft tissues. A drachm of extractum ergota3
liquidum was given by the mouth. In half an hour,
no pains having appeared, I removed the placenta by
introducing the hand into the uterine cavity. No h&aelig;mor-
rhage occurred, but a great deal of intensely fetid,
reddish fluid came away. The uterus was then very
thoroughly washed out with a corrosive sublimate solution
(1 in 2000), and the external parts were cleansed with a
strong solution of phenyle. Some milk and brandy were
given and hot bottles placed around the patient. That
evening (six hours later) the temperature was 97&deg; F. and the
collapse was still great, but the pulse was a shade stronger.
Milk and brandy were given every half hour. Next morn-
ing the temperature had become normal and the pulse
counted at the wrist was 115 to 120. The patient was much
stronger and could talk sensibly. A douche of corrosive
sublimate solution (1 in 30CO) was used and the urine
was drawn ofi’ with a catheter. That evening the
temperature had risen to 100&deg;, and five grains of qninine 
were given. Thence onwards the vagina was washed
out twice daily with corrosive sublimate solution (1 in 3000)
and the phenyle solution alternately. Fluid nourishment
was continued at short intervals. On the second day the-
uterus was felt for the nrst time definitely contracted; on
the third day the patient micturated and the bowels were-
moved naturally ; and from that time forward she made an
uninterrupted recovcty and was sent home at her own
request a week later. Several weeks afterwards she reported)
herself as quite recovered.
This case was undoubtedly one of uterine inertia in a,
previously healthy woman, and this state was brought on by
the non-rotation forwards of the chin along with a distended.
bladder. It seems worthy of note on account of the complete-
recovery of the patient after such a prolonged labour, such
extreme sepsis, and such great prostration. Also it is
perhaps an interesting record of a far advanced stage o
inertion such as would seldom or never be seen in a country
such as Eij,),Iincl, where proper medical attendance would be
sure to be availed of long before this state was reached.
Sewan, Sarun, Bengal.
THREE CASES OF CANCER OF THE GASTRO-
INTESTINAL TRACT DEVELOPING DURING
PREGNANCY.
BY JAMES OLIVER, M.D., F.R.S. EDIN.,
PHYSICIAN TO THE HOSPITAL FOR WOMEN, SOHO-SQUARE, LONDON.
WHEN the stomach becomes infected by cancer during-
pregnancy the resulting sickness is apt to be attributed to-
the molecular variations going on in the uterus. If, however,.
a patient who has borne two or more children and who has.
never experienced sickness during pregnancy complains of
this symptom, and it is evident that the cause is neither
uterine nor renal, then we should suspect organic disease oi’
the stomach. In the ordinary course of events sickness, as.
I have elsewhere remarked, is seldom observed during
pregnancy when the tone of the uterus is more or less
impaired.
CAPE 1. Cancer of the pylorus; sickness noted from the
sixth week of pregnancy.-The patient was a woman aged
forty, who had been married five years and had had three
children. The last child was born on March 2nd. At the
time when the patient considered herself to have been
pregnant for six weeks she began to complain of sickness, a
symptom which she had complained of during the early
months of her first pregnancy, but which was absent during
her second. As the sickness persisted after the third con-
finement the patient presented herself at the hospital, and on
examination I detected a small cake-like, movable, and
slightly tender mass close to the umbilicus. Death occurred
after the disease had probably been in existence about two.
years.
CASE 2. Prinzary cancer of the stomach and secondary or
the pelvic peritoneum; sickness noted from the seventh month
of pregnancy.-This patient, aged thirty, who had been
married eight years and had had four children, was seen by me
in consultation with Dr. H. P. Miller of Stoke Newington-road.
Her last child was born on Aug. 26th. About the seventh
month of pregnancy she began to complain of sickness, a
symptom which she had never complained of during her
former pregnancies. As the sickness persisted after parturi-
tion, and pain was experienced in the lower abdomen, Dr.
Miller desired me to see the patient. The abdomen was.
slightly prominent in consequence of the inflation of the bowel,
and with difficulty a small, hard, and nodular swelling was,
detected to the right of and above the umbilicus. Behind
the uterus was felt a hard mass with a keel-like ridge, which
pushed down the vaginal roof. The pelvic mass was not
tender. Death occurred five months after the fourth confine-
ment.
C’ASE 3. Cancer of the sigmoid flexure derckrpiny during
pregnancy.-The patient was a woman aged twenty, who had
been married eighteen months, and had had one child. The
child was born two months before the patient came under
my observation. Ever since the confinement a small.
swelling had been observed in the left half of the abdomen..
The following were the physical signs. In the left iliac
region, about one inch to the inner side of the superior spine
of the ilium and extending from its level upwards for three
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